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Worker's Tel. No.

None

Fred S. Janres &
ILL S.W. Cbluntaa
Portland, Oregcn 97201

of Oregon
|56clal Security Number .•
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-DESCRIBE COMPLAINTS

84 9: 31

NATURE AND LOCATION OF INJURY OR EXPOSURE

:No foreign body seen in right eye.

IF YES, GIVE DATE—

9 / 2 0 y 8 4 theckOne:

Regular Mod!t!ed(Glve Limitations)

O
ased for Work?

Yes Q No

If Yes, Give Findings.
* „
Yes [3 No USEPA SF

NiNIil
1286699

No chemical tissue damage to right eye fown chemicals.

Date J«81rnU-Take ASA or ^^01 for pain. Eye washed for
§/ 20/ 84 TO minutes. PERRL anterior chamber clear. Flourescein n

Medially Stationary?

Olo

Date of Next Treatment

As netessary
Estimate Length ol Further TreatroWit

Months and/or

Will Injury Cause Permanent Irppairment?

Qundetermlned H'No

If Case Referred to another Doctor. Give Name and Address:

tifi ASSIGNMENTS TO WORK REQUIRING
Climbing LJPro'onged walking I [Pushing, Pulling, Carrying I~l Accurate Vision
Repetitive Bending Qoangerous Machinery QReacrilng Above Shoulders PI Ability to Hear
Kneeling Exposure £jAny other than Desk
Prolonged Standing |~lAaove Ground Level or Bench Work
Prolonged Sitting FTMoblle Equipment Operations '

Lifting in Excess of:
D 0-10 Lbs.
Q 10-20 LBS.

20-50 Ids.
50-100 Lbs.

Pulmonary Irritants

SSkin Irritants
Otner

Type Name of Physician and Degree

John S. Endicott, MD
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